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Approximately 13% of African American men are disqualified from voting
because of a felony conviction. I used ecosocial theory to identify how in-
stitutionalized racism helps perpetuate health disparities and to explore path-
ways through which felon disenfranchisement laws may contribute to racial
health disparities in the United States. From a literature review, I identified 2
potential pathways: (1) inability to alter inequitable public policies that differen-
tially allocate resources for health; and (2) inability to reintegrate into society
by voting, which contributes to allostatic load. (Am J Public Health. 2013;103:
632–637. doi:10.2105/AJPH.2012.300933)
Political participation and equal treatment are
widely recognized as universal human rights.
These rights are codiﬁed by international and
regional human rights agreements that the
United States has ratiﬁed.1---4 Despite these
obligations, felon disenfranchisement laws in
48 states contradict the US pledge to “uni-
versal and equal suffrage.”1(Article 21, §3) Fur-
thermore, the disproportionate impact of
these policies on African Americans breaches
guarantees to nondiscrimination as a human
right.4
Although inconsistencies between the
human rights obligations of the United States
and its disenfranchisement practices are well
documented,5,6 no known analysis has ex-
plored felon disenfranchisement policies in
the United States from a health perspective.7
The lack of such analyses is troubling be-
cause history has demonstrated that human
rights violations produce adverse conse-
quences for physical, mental, and social well-
being.8---11
This inattention to felon disenfranchisement
policies is also out of step with national dis-
parity reduction initiatives, which acknowledge
that eliminating health disparities requires im-
proving the social determinants of health.12---14
Such an approach is aligned with what Link
et al. have called a “fundamental cause ap-
proach” to disparity reduction—an approach
that requires identifying and deinstitutionaliz-
ing discriminatory practices that have had
a multigenerational impact on the health of
minority communities.15,16
I have argued that felon disenfranchisement
is a form of institutionalized racism that con-
tributes to health disparities in the United
States. I used ecosocial theory to integrate
evidence from disparate ﬁelds and construct
a framework capable of elucidating the path-
ways through which felon disenfranchisement
might affect health by means of inequitable
public policies that differentially allocate
resources for health and the inability to par-
ticipate fully in society, including by voting,
contributing to allostatic load (i.e., physiological
consequences of exposure to chronic stress).
Reforming felon disenfranchisement laws is
not a panacea for eliminating racial disparities
in health. There is little research on the asso-
ciation between voting and health and no
evidence of an association between disenfran-
chisement and health.17,18 Nevertheless, there
is reason to believe that felon disenfranchise-
ment laws could contribute to racial disparities
in health. Ecosocial theory (i.e., the linking of
social and biological processes) can be used to
connect institutionalized racism and health
disparities.
THE DISENFRANCHISED
POPULATION AND CONTEMPORARY
POLICIES
The ability to vote is one of the most
fundamental rights of citizenship. It afﬁrms
one’s sense of collective identity and provides
an opportunity to inﬂuence public policy. De-
spite the seemingly intuitive nature of ensuring
a political voice for those most in need of social
change, approximately 5.3 million Americans,
1 in 45 adults, are ineligible to vote because of
a felony conviction.19
A felony is a criminal offense (including both
violent and nonviolent crimes) punishable by at
least 1 year in prison. Laws establishing the
voting eligibility of individuals incarcerated for,
or previously convicted of, felonies differ by
state (Table 1) and generally do not differenti-
ate between the type of offense. Disenfran-
chisement rates are highest in the Deep South
and in certain states across the Midwest (Table
1). The processes by which voting rights can be
restored also vary by state but often involve
lengthy waiting periods and byzantine bu-
reaucratic processes.20,21 A majority of Amer-
icans favor individuals being permitted to vote
while on probation and parole, but approxi-
mately two thirds support disenfranchisement
for incarcerated individuals.22
The rate of disenfranchisement is 7 times
higher among African American men than it
is among other groups. If trends in incarcera-
tion continue, an African American boy born
today has a nearly 1 in 3 chance of being
disenfranchised at some point in his life.23
Furthermore, an astounding 13% of the entire
voting aged African American male popula-
tion is currently unable to vote because of
a criminal conviction.19 These ﬁgures paint
a grim portrait of the inability of many African
Americans to participate in political life but
are not surprising given the historical origins
of disenfranchisement laws.
HISTORICAL PERSPECTIVE OF US
FELON DISENFRANCHISEMENT
Many discriminatory policies instituted
during the Civil War and the Jim Crow era—
such as housing segregation and discriminatory
lending practices—continue to constrain op-
portunities for health long after they have been
formally reformed.24 Felon disenfranchisement
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policies are an example of what Jones has
termed “institutionalized racism”25 and Alex-
ander has called the “new Jim Crow.”26
The constitutional basis for felony disen-
franchisement in the United States is in section
2 of the 14th Amendment, which states that
voting rights cannot be withheld “except for
participation in rebellion, or another crime.”27
Whereas the 14th Amendment provides a
neutral basis for disenfranchisement, states’
decisions to implement such policies were
racially motivated. Following the ratiﬁcation of
the 15th Amendment in 1870, which granted
African American men the right to vote, the
number of states with felony disenfranchise-
ment laws increased dramatically.28 In 1850,
slightly more than 33% of states had disen-
franchisement laws for felony convictions, but
by 1870, after the ratiﬁcation of the 15th
Amendment, nearly 75% of the states had
enacted such laws.29
Along with literacy tests and poll taxes,
disenfranchisement laws were enacted to sys-
tematically eliminate African Americans from
the electorate and uphold White power struc-
tures. The laws continue to have this effect
today.
ECOSOCIAL THEORY
Ecosocial theory, which Krieger developed,
is a multilevel framework recognizing that
social and biological processes are inextricably
linked.30 It emphasizes that health is a socially
produced phenomenon and allows biological
reasoning to be integrated with historical and
ecologic perspectives to explore the determi-
nants and distribution of disease in a popula-
tion as well as the actors and institutions
responsible for these patterns.31
Ecosocial theory is well suited for explor-
ing the potential health consequences of
felon disenfranchisement because it posits
that the biological processes are inextricably
linked to contemporary and historical social
contexts. Felon disenfranchisement polices have
discriminatory origins and continue to dispro-
portionately affect African Americans today.
Comprehensive descriptions of ecosocial
theory are provided elsewhere,30---32 but
some of the theory’s core concepts are espe-
cially relevant to felon disenfranchisement.
Embodiment is a concept that explores the
TABLE 1—Felony Disenfranchisement Policies: United States, August 2012
State Prison Probation Parole
Proportion of State African American
Population Disenfranchised, %
Alabama a a a 15.3
Alaska a a a 7.6
Arizona a a a 21.1
Arkansas a a a 9.0
California a a 7.6
Colorado a a 5.4
Connecticut a a 6.7
Delaware a a a 19.6
DC a 0.3
Florida a a a 18.8
Georgia a a a 9.6
Hawaii a 1.7
Idaho a a a 6.0
Illinois a 2.7
Indiana a 3.2
Iowa a a a 34.0
Kansas a a a 7.4
Kentucky a a a 23.7
Louisiana a a a 6.8
Maine 0.0
Maryland a a a 5.8
Massachusetts a 1.6
Michigan a 2.9
Minnesota a a a 7.9
Mississippi a a a 13.2
Missouri a a a 8.0
Montana a 2.2
Nebraska a a a 22.7
Nevada a a a 12.4
New Hampshire a 2.7
New Jersey a a a 8.7
New Mexico a a a 6.7
New York a a 4.2
North Carolina a a a 3.3
North Dakota a 1.0
Ohio a 2.6
Oklahoma a a a 7.3
Oregon a 4.4
Pennsylvania a 3.2
Rhode Island a 18.9
South Carolina a a a 3.7
South Dakota a a a 3.7
Tennessee a a a 6.4
Texas a a a 9.3
Utah a 3.4
Vermont 0.0
Continued
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process by which the material and social world
is written into our bodies as experience
becomes manifest in biological changes—
a process that occurs from the womb until
death. Pathways of embodiment, a corollary,
are the trajectories of biological and social
development that are structured by societal
arrangements of power and property and by
the constraints of human biology. Cumulative
interplay between exposure, susceptibility,
and resistance emphasizes that determinants
of health are interrelated and occur simul-
taneously at multiple levels and domains of
life.
Felon disenfranchisement could become
embodied through pathways of inequitable
public policies that differentially allocate re-
sources for health and the deleterious psycho-
social mechanisms (i.e., feelings of low control
and social exclusion) that contribute to allo-
static load. The cumulative interplay between
exposure, susceptibility, and resistance is evi-
dent as we acknowledge that the potential
consequences of disenfranchisement do not
occur independently of the myriad other
stressors that affect disenfranchised individuals
and communities.
FELON DISENFRANCHISEMENT,
EMBODIMENT, AND HEALTH
INEQUITIES
Ecosocial theory provides an apt framework
to better consider the processes by which the
practice of felon disenfranchisement might
affect human health and perpetuate health
disparities. These processes fall into 2 broad
categories: (1) inequitable public policies that
differentially allocate resources for health,
and (2) deleterious psychosocial mechanisms.
Inequitable Public Policies
Elected ofﬁcials shape the determinants of
health through their decisions on a range of
activities related to health, such as allocating
resources for health-promoting infrastructure,
improving access to health care services, and
adopting zoning policies that promote healthy
food environments.
Given the high rates of disenfranchisement
in African American communities, it is plausi-
ble that disenfranchisement weakens the po-
litical inﬂuence of minority communities,
thereby contributing to racial health disparities
because public policy decisions do not fully
reﬂect minority interests. For this line of rea-
soning to succeed, however, we must assume
(1) that repealing felon disenfranchisement
laws would alter election outcomes; and (2)
that these altered election outcomes would
result in policy decisions that would reduce, or
at least not exacerbate, health disparities.
Skewed electoral outcomes. Uggen and Manza
gathered data on voter turnout, party prefer-
ence, and rates of disenfranchisement to explore
whether US Senate and presidential election
outcomes would have been different if the in-
carcerated population had been able to vote.33
Because there are no data on voter turnout or
party preference for the disenfranchised popu-
lation, Uggen and Manza extrapolated data on
voting behavior for a nonincarcerated popula-
tion with similar sociodemographic characteris-
tics including age, race, gender, education, and
other predictors of voter turnout and party
preference.34
On average, between 1972 and 2000, it was
estimated that 35% of the incarcerated pop-
ulation would have voted in presidential elec-
tions and 24% would have voted in US Senate
races—both estimates are well below the
observed turnout rate for the general popula-
tion. In regard to party preference, the majority
of the disenfranchised population would have
voted Democratic in each presidential and
Senate election—with approximately 7 of every
10 disenfranchised votes being cast for the
Democratic candidate.
Uggen and Manza then adjusted real presi-
dential and Senate election outcomes for these
estimates of voting behavior. Between 1978
and 2000, it was estimated that 7 US Senate
elections won by Republicans would have been
won by Democrats if the incarcerated popula-
tion had been able to vote. Although this
number is relatively small compared with the
total number of Senate elections held in that
period, the reversal of these particular 7 elec-
tions would have resulted in the Democratic
party gaining and sustaining majority control of
the US Senate from 1986 to 2002. Using
estimates of 30% for voter turnout and 70% for
Democratic party preference for the 2000 pres-
idential election, the analysis found that Al Gore
would have defeated George W. Bush in Florida
by more than 80 000 votes if the incarcerated
population had been able to vote—in effect
securing his victory in the presidential election.
Using a similar methodology, Manza and
Uggen expanded their analysis to disfranchised
persons on probation or parole and ex-felons
who had completed their sentences but were still
unable to vote.35 They found that the outcomes
of 3 US Senate elections between 1978 and
2000 would have been reversed if disenfran-
chised ex-felons had been able to vote and that 5
US Senate elections would have been reversed if
persons on probation and parole had been able
to vote. All these election reversals would have
favored the Democratic party. Using exceed-
ingly conservative estimates for both voter
turnout and party preference, Manza and Uggen
concluded that Gore would have defeated Bush
in Florida in the 2000 presidential election
even if only ex-felons who had completed their
sentences had been able to vote.
Skewed policy decisions. Uggen and Manza’s
research suggests that felon disenfranchise-
ment polices skew election outcomes in favor
of the Republican party, but do these election
outcomes contribute to racial health dispar-
ities? An in-depth analysis of partisan support
for federal legislation related to health dispar-
ities is beyond the scope of this article, but
TABLE 1—Continued
Virginia a a a 19.8
Washington a a a 17.2
West Virginia a a a 3.4
Wisconsin a a a 11.1
Wyoming a a a 20.0
aDisenfranchisement for that period of the sentence.
Source. Prison, probation, and parole data are from The Sentencing Project (current as of August 2012; available at: http://
www.sentencingproject.org/doc/publications/publications/fd_bs_fdlawsinus_Sep2012.pdf). Percentage estimates are derived
from 2004 data.20
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evidence suggests that the Democratic party is
more supportive of legislation intended to
reduce health disparities.
Universal health care is one such policy area.
Democrats have typically, albeit not uncondi-
tionally, advocated universal access to health
care through government intervention,
whereas Republicans have supported market-
based approaches that provide no guarantee of
access. As evidenced by current racial dispar-
ities among the uninsured (20% of Whites
compared with 33% of African Americans), the
prevailing market-based approach has resulted
in racial disparities in access to health care.36
Felon disenfranchisement policies could also
have a substantial impact on the implementa-
tion of the Affordable Care Act (ACA) and
provisions to reduce racial health disparities,
including improved access to health insurance
and care in medically underserved areas, cul-
tural competence initiatives, and prevention
activities targeting low-income minority com-
munities.37,38 Although Uggen and Manza’s
analyses explored only potential changes in
electoral outcomes between 1978 and 2002, it
is fair to assume that a similar trend would be
observed through 2014—when the ACA is
to be fully implemented.
If disenfranchisement policies were decisive
in shifting election outcomes in favor of the
Republican party, they would contribute to the
fate of the ACA, given the partisan divide
surrounding its implementation. As both Blu-
menthal and Jones note, 2012 election out-
comes are likely to weigh heavily on the fate of
the ACA.39,40 A Republican Congress, even
with a Democratic president, would likely
hinder implementation of the ACA by limiting
funding for key provisions. Although weak-
ened implementation of the ACA may not
exacerbate existing racial health disparities, it
would prevent reductions that would be
expected given provisions in the ACA that
would disproportionately beneﬁt minority
communities.37
Deleterious Psychosocial Mechanisms
Allostatic load provides a model to demon-
strate how the psychosocial stress caused by
structural inequality becomes manifest in bi-
ological changes at the level of the individual
(i.e., embodied).41---46 McEwen and Stellar de-
veloped the concept of allostatic load, which
refers to wear and tear on the body’s regulatory
systems—such as the cardiovascular, metabolic,
sympathetic, nervous, and inﬂammatory sys-
tems and the hypothalamic---pituitary---adrenal
axis. Although these systems are effective in
maintaining bodily equilibrium (i.e., allostasis),
when individuals are faced with acute stressors,
allostatic load occurs as these systems become
dysregulated as the result of prolonged expo-
sure to stress—such as discrimination, eco-
nomic strain, and pervasive feelings of being
unable to control exogenous circumstances
that inﬂuence one’s life.43,47,48
The consequences of this dysregulation in-
clude undesirable structural and neurochemi-
cal changes in the brain, weakened metabolic
and immune systems, and altered cardiovas-
cular physiology. Dysregulation also prompts
unhealthy coping behaviors, such as smoking
and substance use, which serve as substitutes
for the body’s inability to regulate stress
effectively.43
Allostatic load has been operationalized
through allostatic load scores. Differences in
allostatic load have been estimated to account
for 35% of excess mortality between socio-
economic groups after adjusting for other risk
factors.49 Marmot,50 McEwen and Gianaros,41
and others have suggested that such disparities
result from psychosocial stressors, such as lack
of control and the inability to fully participate
in social life.
Low control. By stripping one of the ability to
vote, disenfranchisement unequivocally limits
an individual’s ability to control forces that
affect his or her life. Qualitative research con-
ducted with disenfranchised individuals suggests
that this reality may be salient and internalized.
As one convicted felon said,
I have no right to vote on the school referendums
that will affect my children. I have no right
to vote on how my taxes is [sic] going to be
spent. . . . So basically I’ve lost all voice or control
over my government.51(p18; emphasis added)
Personal mastery is a validated, 7-item scale
that measures the extent to which individuals
feel they have control over important life
circumstances.52 A systematic review of more
than 30 studies on the association between
personal mastery and cardiometabolic health
found that feelings of low control were signif-
icantly associated with biological parameters of
allostatic load and increased health risk, such as
sympathetic and nervous system arousal, met-
abolic dysregulation, inﬂammation and coagu-
lation function, and overall risk of cardiovascular
events and mortality.53 Neuroimaging studies
have also found feelings of control to be
positively correlated with hippocampal volume
among healthy adults.48 Feelings of control
serve as a resource that can buffer the in-
dividual against the deleterious impacts of
chronic stress. Thus, feelings of low control
caused by disenfranchisement may increase
health risk by decreasing resistance to the
myriad other stressors that face convicted
felons seeking community reintegration.
Social exclusion. Both Marmot andWilkinson
posit that in addition to feelings of low control,
negative affective states caused by social ex-
clusion contribute to poor health.50,54 Social
exclusion broadly refers to the inability to
participate in mainstream cultural, social, eco-
nomic, and political activities. Social exclusion
has been found to be associated with various
indicators of allostatic load, including dysregu-
lated dopamine production, elevated basal
cortisol, anxiety, and depression.55 Again,
qualitative research suggests that disenfran-
chisement may invoke feelings of social exclu-
sion. As one disenfranchised individual said,
I think that just getting back in the community
and being a contributing member is difﬁcult
enough. . . . [They] don’t value your vote either
because you’re a convicted felon. . . . But I,
hopefully, have learned, have paid for that and
would like to someday feel like a “normal citizen,”
a contributing member of society.51(p17; emphasis added)
Ecosocial theory provides tools to delve
beneath mechanisms of material deprivation
and explore how forms of institutionalized
racism may contribute to racial health dispar-
ities via psychosocial pathways. Although no
research has explicitly focused on the potential
health consequences of affective states brought
about by felon disenfranchisement, ecosocial
theory can help integrate research from the
often disparate ﬁelds of political and health
science, elucidating empirically grounded
pathways through which political inequity may
get under one’s skin.
CONCLUSIONS
My hypothesis has numerous practical limi-
tations, most of which are related to the lack of
FRAMING HEALTH MATTERS
April 2013, Vol 103, No. 4 | American Journal of Public Health Purtle | Peer Reviewed | Framing Health Matters | 635
data on the disenfranchised population. My
discussion on inequitable public policies was
limited to the federal level because of the scope
of existing research. One can extend such
ﬁndings to hypothesize how disenfranchise-
ment could affect state and local elections, but
no research has been conducted at these levels
of analysis. Party afﬁliation was also the only
characteristic of elected ofﬁcials on which I
grounded potential policy implications. Political
opinions often cross party lines, and many
Republican incumbents have advocated pro-
gressive social welfare initiatives.
As Krieger notes, embodiment occurs
through the cumulative interplay of social
experiences. Thus, it would be difﬁcult to iso-
late the deleterious psychosocial effects of
disenfranchisement from the myriad other
stressors facing individuals with records of
felony conviction.
It must also be noted that, although I have
focused only on felon disenfranchisement pol-
icies, many forms of racism institutionalized in
the criminal justice system, such as the War
on Drugs and mandatory sentencing policies
for addiction-related crimes, drive racial in-
equity in the United States.26 The mass in-
carceration of African American men also
contributes to racial health disparities through
pathways independent of those I have pro-
posed.56 For example, incarceration increases
risk of sexually transmitted disease and infec-
tion by disrupting monogamous intimate part-
ner relationships that protect against high-risk
sexual behaviors.57,58 Such deleterious path-
ways would likely persist even if felon disen-
franchisement policies were abolished.
Dignity is the proverbial canary in the coal
mine for health inequities. It is also the com-
mon denominator for all human rights. When
a group is exposed to pervasive and chronic
violations of human dignity—and feelings of
ignominy, disrespect, and social exclusion are
prevalent—elevated rates of mortality, morbid-
ity, and disability often follow.8,59 This situa-
tion pertains especially when the mechanisms
that violate dignity are discriminatory in origin
and institutionalized by law, as is the case with
felon disenfranchisement in the United States.
The lack of data on disenfranchised popu-
lations prevents the health effects of institu-
tionalized racism from being unequivocally
shown. The pathways through which
institutional racism produces adverse health
outcomes are also not always capable of being
neatly parsed through epidemiological methods.
To eliminate health disparities, it is necessary
to integrate the social and biological sciences
and raise public awareness of the health effects
of discriminatory policies, including felon
disenfranchisement. j
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